Background
Breastfeeding rates vary widely around the world, and change over time. Currently, as summarised in the recent Lancet series, poorer women in low and middle-income countries have higher rates of breastfeeding than richer women. In contrast, in high-income countries infants in poorer families are less likely to be breastfeed than infants in more advantaged families. Evidence from Australia and Canada suggests that this gap between rich and poor in developed countries is widening and contributes to the health inequities faced by families living in poverty. Children growing up in poverty have poorer health and development. The human brain undergoes huge growth in the early years of life. Brain scanning techniques show that the increase in total grey matter volume is significantly higher in children from wealthy families compared to poor children. The imaging differences are also reflected in better cognitive development in the children from higher socioeconomic status families. New research suggests that breastfeeding may reduce this income-related difference. Discussion Food insecurity can be defined as 'limited or uncertain availability of nutritionally adequate and safe foods or the limited or uncertain ability to acquire such foods in socially acceptable ways'. This is a common situation for people experiencing disadvantage and leads to worse health status. Libby Salmon discusses the concepts of food security as they apply to infants and young children:
food appropriateness availability accessibility affordability utilization and stability of supply.
Salmon explains that high rates of optimal breastfeeding are required for this group to be food secure, and suggests that "Food security provides an analytical framework and overarching policy imperative that may help international agencies, governments and community organizations to better address conflicts between health, agriculture and trade, all of which contribute to low breastfeeding rates and unregulated trade and marketing of breast milk substitutes. Existing policies fail to account for human rights and the unpaid work of breastfeeding women" [1] . Public health focuses on populations rather than individuals. The underlying concept is that changing a risk factor across a whole population by just a small amount can have a great impact on the community. Health promotion is a social and political process, aiming to strengthen individual skill and capabilities; to change social, environmental, economic conditions, to improve and maintain health. We can use these health promotion steps to address inequities in breastfeeding:
1. A system for intelligence gathering 2. Clear policy, legislation and regulation 3. Communication of information 4. Provision of primary services 5. Sharing of responsibility across sectors 6. Involvement of communities Conclusion "As individuals, women are powerless to counter the complexity of societal forces that interfere with exclusive breastfeeding their infants for six months. What is required are 'structural changes . . . to society that will enable all mothers to breastfeed with assurance and safety' [2] . purchase and utilize these products, yet information on their safety and efficacy is lacking. Likewise, there is limited research on the use of pharmaceutical galactagogues, which may cause side effects and are typically prescribed "off label" for lactation. Methods To better understand mothers' experiences with pharmaceutical and herbal galactagogues, we undertook an online survey using a convenience sample of 188 mothers. The survey consisted of 11 demographic and 17 items exploring the mothers' experiences. The study population consisted of all respondents who had experienced lactation whether or not they gave birth. Additionally, we explored sources of information on galactagogues, and likelihood of recommending their use in the future. Distribution of the survey link with invitation to participate utilized the following methods: contacts within community breastfeeding support programs, snowball sampling, and social media. Mothers were informed that their participation was voluntary, no identifiable information would be collected, and that participation would not be remunerated, but could guide future research on galactagogue use among lactating women. Survey distribution occurred from 1 November 2015 to 1 April 2016. The study was reviewed by both the Ochsner Health System and Tulane University Institutional Review Boards. Results Analyses to date have produced the following results: the majority of respondents were White, breastfed one child, employed, and college educated. Twenty-seven states were represented; with the majority of responses from Louisiana (42 %) and Kansas (10 %). More than 70 % of respondents had ever felt that they were not making enough milk while breastfeeding and less than half consulted about a provider about this problem (typically a lactation counselor). One third of respondents had supplemented with breast milk substitutes. The most likely reported source of information regarding supportive aids to increase milk production was the Internet. While the majority of mothers used a breast pump or manual expression to improve milk production (64 %), a large proportion also used fenugreek and milk thistle. Nearly half of mothers had heard of pharmaceutical galactagogues, domperidone or metoclopramide, but a very small percentage (4 %) had used either. The importance of provider recommendation was not applicable for the majority of respondents. Conclusion Gathering information on mothers' experiences of and perceptions about galactagogues may expand our knowledge for better lactation support. As there is limited scientific evidence on the safety and efficacy of galactagogues, understanding mothers' experiences is crucial to advocating for women, and supporting their breastfeeding goals, while protecting their health and that of their infant.
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The motherhood journey and breastfeeding: from self-efficacy to resilience and social stigma Anna Blair 1,2 , Karin Cadwell
Introduction
Although almost universally acknowledged as behavior that potentially improves public health outcomes and decreases health care costs, many women find breastfeeding challenging and fraught with obstacles. Mothers experience social stigmas, a feeling that others disapprove of them in some way, related to choices they have made during their motherhood journey. A considerable number of studies have examined self-efficacy in relation to breastfeeding mothers: the strength of their belief that they can reach their infant feeding goals.
Resilience and stigma have not been as widely investigated. It is important to consider how lactation care providers can best support a woman's resilience when she faces breastfeeding challenges and how to reduce stigmas around infant feeding. Perspective Some women handle obstacles and grief and withstand the stress while others struggle more. Catastrophes and tragedies are a life expectation and can happen even during the joy of the perinatal event.
Helping a mother to grow her capacity for resilience during pregnancy and lactation can carry over into other aspects of her life.
Resilience is a learned trait. If care providers include purposeful resilience building (and an awareness of the negative power of stigmas) in breastfeeding interactions, rather than focusing on the mother's goals, breastfeeding outcomes may be positively affected. Our work suggested that health care providers who support breastfeeding mothers should be aware of:
The difference between self-efficacy and resilience the complexity and negative power of stigmas how mothers experience stigmas during their perinatal journey possible factors that contribute to resilience with participate emphasis on pregnancy and lactation how to help women develop resilience as they experience breastfeeding challenges how to help women experiencing stigmas
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Breastfeeding as an evolutionary adaptive behavior Emily A. Bronson (em.bronson@gmail.com) University of South Florida, Tampa, Florida, USA International Breastfeeding Journal 2016, 11(Suppl 1):A4.
Background
Solitary infant sleep arose from the medicalization of childbirth and parenting. Current societal norms and medical institution recommendations include blanket statements against co-sleeping to prevent suffocation and sudden infant death syndrome (SIDS). These recommendations often do not differentiate between sleeping on a bed or a couch, whether the mother is breastfeeding or formula feeding, or whether the mother is of high or low socioeconomic status. As evidenced by our evolutionary past, studies of primates, and current research on breastfeeding and infant sleep, breastfeeding and cosleeping go hand-in-hand. Disruption of sustained mother-infant contact, such as solitary sleeping, is a hindrance to breastfeeding, causing a decrease in milk production, and less likelihood of breastfeeding throughout the night and beyond 3 months. In addition to promoting lactation, bed-sharing also compensates for the infant's immature neurological, immunological, and developmental altricial status. Recent research suggests that both breastfeeding and bedsharing may also be closely associated with the prevention of sudden infant death syndrome (SIDS). Particularly, there are crucial differences in how breastfeeding and bottle-feeding moms interact physiologically with their bed-sharing infants. Co-sleeping is more common than expected; breastfeeding often leads mothers who did not intend to bed-share to do so at least part of the night, sometimes doing so unsafely on sofas or under other unsafe circumstances.
Discussion
As an increasing number of parents are encouraged to breastfeed, the number of infants who bed-share will also increase. Thus, parents need to be provided with the information to make informed decisions using information on safe co-sleeping and based on their own individual circumstances. Anthropologists James McKenna and Lee Gettler proposed a brand new term "breastsleeping" to more accurately refer to breastfeeding-bedsharing mother-infant pairs [1] . When considering public health recommendations aimed at reducing the risk of SIDS, health professionals need to take into account the vastly different context of breastfeeding and non-breastfeeding dyads. A lack of information and restrictive policies toward infant sleep undermines parents' right to make informed parenting choices. Messages stating that all bed-sharing is harmful are detrimental to maternal-infant health in ways that we are just beginning to understand, and shame parents who do safety breastsleep. Discouraging breastsleeping is also disproportionately detrimental to impoverished mothers who often return to work soon after giving birth, causing further disruption of lactation. Breastsleeping may be an evolutionary adaptive behavior that plays a key role in our health, and discouraging bed-sharing may actually be operating against our evolved biology.
Introduction
Healthcare providers (HCPs) are required by the ethics of their professions to avoid a conflict-of-interest in their clinical work. Professional behaviors are meant to be motivated by providing good health care, free of overt or implied influence from profitmotivated manufacturers and marketers of pharmaceuticals, medical devices, or any of the products covered by the International Code of Marketing of Breast-milk Substitutes. The HCP's duty of care is to the patient/client, whose well-informed decision about care is made after an evidence-based risk-and-benefits discussion with the HCP. Similarly, policy and decision-makers in public health owe a duty of care to the population-at-large, constructing rules and obligations that provide the greatest benefit, at the lowest risk, for the greatest number of people within the geopolitical region. There is increasing financial pressure in 2016 for public health officials to "collaborate" with any-and-all parties claiming a stake in the public's good health. Major food-and infant-formula-producing companies are partnered with international public health, dietetic and pediatric associations in healthy eating and anti-obesity campaigns. Background Exclusive breastfeeding is defined as an infant who "has received only breastmilk from his or her mother or a wet nurse, or expressed breast milk, and no other liquids or solids with the exception of drops or syrups consisting of vitamins, mineral supplements, or medicines" [1] . Within this definition of exclusive breastfeeding are vastly different maternal experiences. We used a dataset of women from an out of hospital birth center who have high intention and high exclusivity to define variations of lived breastfeeding experiences within the research label of 'exclusive breastfeeding'.
Methods
We conducted two surveys of birth center patients: the first completed at 3 months postpartum and the second completed at any time during the first 16 months postpartum. Both surveys asked women how their babies were fed at different time points during the first 6 months, with response options of "Nursed at breast," "Mom's pumped milk," "Formula," "Donor milk," and/or "Solid foods." Data from both surveys were combined to present trends in the following methods of infant feeding: 1) exclusive human milk feeding, defined as at-breast, pumped, or donor milk; 2) exclusive mother's own milk feeding, defined as at-breast or pumped milk; 3) exclusive at-breast feeding; 4) exclusive pumped milk feeding, and 5) any breastfeeding across the first 6 months postpartum.
Results
Our analytic sample includes 206 mothers from the 3-month survey and 240 from the 16-month study for a total of 446 respondents. In the first week after birth, 96 % of mothers were able to exclusively human milk feed, dropping slightly to 93 % at 1 month, and increasing again to 96 % at 2 months before declining at 3 and 6 months. 84 % exclusively fed mother's own milk (whether at-breast or pumped) in the first week, increasing to 89 % at 1 month, 93 % at 2 months, and 91 % at 3 months before declining to 61 % at 6 months. Approximately 78 % of mothers provided only at-breast milk in the first week, declining to 35 % at 2 months, and dropping to 25 % by 6 months. No respondents exclusively pumped milk in the first week postpartum, but 1 % exclusively pumped at 1 month and 3 % at 2 and 3 months. All respondents gave breastmilk in the first week postpartum, and 97 % were continuing to give some amount of breastmilk at 6 months postpartum. Discussion We contrast definitions of exclusive breastfeeding as 'at the breast' , 'own mother's milk' , and 'human milk' exclusive breastfeeding. We draw attention to a subset of women within this well-supported cohort who move between definitions, for example those who initially supplemented with human milk but were able to attain exclusive mothers own milk feeding in the first month of life. Mothers may apply the definition of "exclusive breastfeeder" differently to themselves. Researchers need to be aware of these differences as they frame their research questions.
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Healthy This study sought to identify and gain a better understanding of sociohistorical factors that influence breastfeeding beliefs and behaviors among contemporary African American women. Socio-historical factors include events, experiences and other phenomena that have been socially, generationally and culturally passed down and integrated into families and communities that influence health beliefs and health behaviors. Methods Six focus groups (three breastfeeding and three formula feeding), were conducted May 2015-September 2015. African American women who had given birth to at least one full term infant were purposively sampled, and stratified by age (18-29, 30-50 and 51+). The goal of the focus groups were to: 1) describe African American mothers thought processes in making infant feeding decisions; 2) describe cultural factors influencing African American mothers perceptions of infant feeding decisions and 3) identify possible connections between the socio-historical factors of African American women's collective experiences and contemporary breastfeeding decisions.
Results
The following themes were identified: 1) negative feeling about breasts; 2) knowledge deficit/misinformation about breastfeeding; 3) breast as sexual not functional; 4) negative historical influences (i.e. mammy, wet-nursing, aggressive formula marketing) and 5) infant feeding traditions within families. These results support the use of socio-historical frameworks for guiding practice and research, including embodiment, historical trauma and the PEN-3 model developed by Collins Airhihenbuwa. The unique aspect of the PEN-3 model is that it addresses health disparities and health promotion from a three-domain approach. Each domain has three dimensions, accounting for the acronym 'PEN'. First, cultural identity includes: A) Person; B) Extended family, and C) Neighborhood. Secondly, relationships and expectations include: A) Perceptions, B) Enablers, and C) Nurtures. The third domain is cultural empowerment and it includes factors that are: A) Positive, B) Existential (unique), and C) Negative. Conclusion: Findings from this study can be used to develop new evidenced-based, culturally sensitive interventions to enhance breastfeeding in the African American community. Under the title 'Social experiences of breastfeeding: building bridges between research and policy' the six seminars in the series bring together academics from a range of disciplines with those involved in breastfeeding education, practice, activism, and policy. Our aim is to further understanding of women's embodied, affective and day-to-day practices in trying to breastfeed through talking about these experiences across a series of events. Progress As of BFIC 2016, four events had been held in Bristol and Cardiff, with two more planned for 2016. Each was well-attended by academics, local and national policy makers, a range of practitioners (both professional and voluntary), Early Career Researchers/PhD students and midwifery and public health students. Attendees include a funded 'core group'; this enables the continuation of discussions across and between seminars. Presentations on each occasion have been from one international academic and two UK academics, plus one person from policy and practice. Outcomes Planned outcomes include an edited book but already other outcomes are apparent, including a number of developing collaborations for research bidding and paper writing. As a direct consequence of this work Dowling and Boyer have attended the All Party Parliamentary Group on Infant Feeding and Inequalities; this involvement is on-going. Ways to capture emerging links between academics, policy-makers and practitioners and opportunities for influencing policy are being explored as the series progresses. This presentation outlined the rationale for applying for the seminar series funding and discussed the progress of the project to date. Drawing on data about attendees and from evaluations the discussion reflected on the process and on the success, to date, of 'building bridges between research and policy'.
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Manager's perspectives of lactation breaks Melanie Fraser (melanieafraser@gmail.com) University of the West of England, Bristol, UK International Breastfeeding Journal 2016, 11(Suppl 1):A11.
Background
There is a mismatch between health recommendations to breastfeed babies for up to 2 years or beyond, and UK employment law provisions, in which maternity leave is commonly up to one year with maternity employment protections normally ceasing after return to work. The study explored the perspectives and views of employers and managers concerning the context for lactation breaks in one public sector organisation, access to relevant policies, the perceived legal position and views of managers around sustaining lactation on return to work. The research questions were designed to identify: (1) issues triggered for managers by employees combining breastfeeding or lactation and employment; (2) how managers understand and access the law concerning lactation breaks; and (3) views managers express with regard to the different ways in which a mother may sustain lactation on her return to work. Methods This qualitative study utilised snowballing sampling strategy to access and recruit participants. Interviews were conducted with twenty-seven managers and key personnel of a large family-friendly organisation in 2013, selected for the deviant level of support for lactation breaks. Documentary analysis was also utilised. Interviews were audio recorded and transcribed verbatim. Inductive thematic analysis was applied using NVIVO to discern themes.
Results
There are some gaps in provision for lactation breaks and potential barriers for staff contemplating them. Participants described support and concerns, demonstrating conflicted attitudes. Themes include support for combining lactation and employment; concerns about lactation; following organisational policy; questioning social policy and reservations about communication. There is some degree of contradiction between these over-arching themes. There was limited call for law reform and the topic was perceived as primarily a human resources issue. All forms of lactation break were associated with ambiguous attitudes and reservations. Implications Despite a high level of support for the concept of lactation breaks among managers there were concerns over potentially problematic issues. Breastfeeding at work triggers a workplace risk assessment rather than consideration of the potential risks of stopping breastfeeding early.
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The challenging second night: a dialogue from two perspectives Jane Grassley 1 Background A newborn's second night is challenging, particularly if it takes place on a hospital mother/baby unit. Mothers are fatigued; babies are unsettled; partners are at their wits' end; nurses offer the quick fix of the nursery (if the hospital has one) and a bit of formula so mothers can rest; exclusive breastfeeding is sabotaged. Explanations about the second night abound: night nurses are less supportive of breastfeeding; parents have unrealistic expectations about newborn sleeping and feeding patterns; visitors disrupt mothers and newborns' ability to rest and breastfeed and over stimulate the infant. While any of these might provide an accurate explanation, it is only through listening to the voices of mothers and nurses that we can gain a better understanding of the challenges of the second night. Methods Feminist scholarship emphasizes the primacy of listening to women's voices in understanding life experiences. One path is through dialogue, which involves "a mutual exchange of knowledge based on one's experiences in and of the world. Through such collaboration, people are able to transform their lived experiences into knowledge" [1] . This paper presents a dialogue between a mother and a mother/ baby nurse working the night shift. The presenters, using research findings from two studies, created the content of the dialogue: an institutional ethnography of the night shift and an analysis of qualitative data from a postpartum depression study. The three presenters played the roles of mother, nurse, and narrator. All involved institutions granted human subjects approval for the studies. Findings Mothers and nurses shared common and differing perspectives of the challenges of the second night. The challenge of mothers' fatigue was a shared concern; however, they posed differing perspectives about its source. The nurses focused on the presence of visitors as a cause for fatigue, while mothers saw rooming-in as the source of not sleeping. The nurses spoke of the challenges about the time and effort taken to help a mother and newborn having difficulties breastfeeding and concerns about their other patients. Mothers sensed when nurses seemed "too busy" and were reluctant to ask for help. Mothers also expressed concern that postpartum and infant care education was designed around nurses' priorities rather than mothers' needs. Implications The second night presents challenges to mothers and nurses. Listening to one another's perspectives about these challenges has the potential for creating supportive hospital environments that promote exclusive breastfeeding while helping families develop confidence in their ability to care for their newborns. Presenting the analysis of two studies with the spoken words of mothers and nurses in a dialogue allowed the audience to hear and see a range of expressed emotions including fear, exhaustion, frustration, concern, empathy and compassion. Dialogue made qualitative data come alive and promoted a deeper understanding of mothers' needs and expectations following childbirth and nurses' work in caring for and supporting new mothers. Hospital policies regarding visitors and more focus on assessing and addressing mothers' fears and concerns could help lessen the challenges of the second night. Australia also has one of the world's highest breastfeeding initiation rates -last measured at 96 % in 2010. As in most industrialised nations, breastfeeding rates quickly decline after the baby is one week old, with exclusive breastfeeding rates at "less than 6 months" equal to 15 % [1] . Australian rates of breastfeeding initiation and duration are reflective of maternal education levels and socio-economic status. Lactation Consultants are specifically qualified to work with breastfeeding women and their families and yet we know little about their work, particularly in the Australian context. One Australian study conducted interviews with 12 Lactation Consultants in Melbourne, Australia [2] . Their conclusion that Lactation Consultants were "fluid experts" stressed the negotiation that Lactation Consultants do in their everyday work within a post-modern work environment: they constitute a bridge between the medical needs of the institution for which they often work and the maternal needs of their clients. Jennifer Torres' more recent ethnographic work in the United States also notes that they "medicalise to de-medicalise" in their work -providing care for women in a humanistic way, within the often biomedical contexts of their workplaces, and against a background of their own comprehensive scientific knowledge [3] . Approach Our ethnographic research involved conducting participant observation of lactation consultants' work across their sphere of practice in Melbourne, Australia. After periods of observation, we conducted semi-structured interviews with the Lactation Consultants around the question: "how do you view your role as a Lactation Consultant"? Findings This paper presented work from our observation of Lactation Consultants working in breastfeeding services in two specific local councils -both of which are fast-growing municipalities with young populations, significant ethnic diversity and relatively low socio-economic standing. Both have low breastfeeding initiation and duration rates relative to the state average. We were interested in both the macro and micro influences on provision of support -models of care, professional support of Lactation Consultants and their perception of how these variables impact on their work with these vulnerable groups. These two council services provide an interesting contrast to each other: one can be described as embodying "exciting potential" with two clinicians committed to providing relevant support to their clients and attempting to strengthen their community's attitudes to breastfeeding. The other service is described as "constrained" where service structures and management approaches limit both the models of care and autonomy of the clinicians. Implications Lactation Consultants want to be able to practice with some degree of autonomy but in a society that is ambivalent at best about breastfeeding, they also need support to move beyond working "at the bottom of the cliff". With this support they are more likely to be able to have an impact on their wider community's breastfeeding culture.
Introduction
Although breastfeeding rates in the United States have risen, persistent disparities remain in African American and other underserved populations. Rates among African Americans have consistently fallen short of the national objective in initiation, duration, and exclusivity. According to the United States Department of Health and Human Services [1] , there are many barriers to these mothers achieving optimal access to supportive services, including lack of knowledge, social norms, and social support. Additionally, recruitment practices and meeting locations can aide in the lack of participation of mothers. Community-based organizations are key facilitators in communitylevel interventions, but often lack social marketing skills and community engagement plans to engage mothers into their services. The integration of social marketing and community engagement in health promotion planning is essential for any program to have success in recruitment and retention.
Discussion
This presentation offered a perspective on how breastfeeding support programs can effectively apply social marketing concepts and community engagement principles to health promotion planning in order to develop critical partnerships with stakeholders and the recruitment of families in their target population. Practical ways to integrate the 4 P's of marketing into health promotion planning to address breastfeeding services were described, for example: support groups and drop-in clinics (Product) that consider common challenges of the overall structural barriers (Price) of underserved women; and the importance of enhancing local partnerships (Place) and cultural tailored messaging to the target population (Promotion) to boost program recruitment and attendance. Community engagement principles, informed by public health behavior theory, were discussed as a mechanism for understanding the dynamics of social networks and relationship building in in the recruitment of minority and underserved women into community-level programs. The Social Ecological Model informed the discussion on the effects of environmental and sociological influences on a mother's perception of and decision to breastfeed. Additionally, the constructs of the Theory of Planned Behavior, which include attitudes, subjective norms, and perceived behavioral control, were discussed as a way of addressing barriers and facilitators related to a mother's intention to engage in breastfeeding support programs. This session highlighted examples of the implementation of these strategies by grantee organizations from the Centers for Disease Control and Prevention-National Association of County and City Health Officials funded project "Reducing Disparities in Breastfeeding through Peer and Professional Lactation Support", including local health departments, community-based organizations and local hospitals. Conclusion Integrating community engagement principles into health program planning is essential for any program to have success in the recruitment and retention of mothers into breastfeeding support programs. Step 10 was not sufficient for post-maternity support. The "Criteria for Baby-friendly Communities" were developed for the 2010 revised and expanded BFHI materials, clearly noting that this should be comprehensive and not limited to the health system alone. While there have been many efforts to create improved community support, there have not been comprehensive approaches for geo-political units created or piloted for global use.
Perspective
Why should a city be interested? Cities wish to attract a motivated workforce that seeks a better chance for lifelong health and development, better school performance, and other achievements provided by breastfeeding. Hence, this provides a public relations opportunity for a city as a healthier, more welcoming community for young families of all races and ethnicities. Process The process used to develop the pilot approach was started by a small group of interested stakeholders, including the Carolina Global Breastfeeding Institute (CGBI), Chapel Hill Rotary, La Leche League and a faith-based organization. Next, we identified, nurtured, expanded, and convened a larger group of potential stakeholders, in this case: the Mayors' offices, Chamber of Commerce/Enterprise groups, faith-based groups, the County Health Department, and coordination with the State Breastfeeding Coalition. This larger group then publically launched the effort and continued to identify further potential stakeholders, seeking a fully inclusionary approach. Together we brainstormed the EBFHI components, and developed this draft set of steps necessary for designation. Ten Steps for a Breastfeeding-Family-friendly City/Community Ten Steps: Beyond Maternity Care 1. The city's elected/appointed leadership has a written policy statement, routinely disseminated, supporting breastfeeding. 2. The city as a whole provides a welcoming atmosphere for breastfeeding families 3. Optimal breastfeeding is supported by health leadership 4. All pregnant women are informed about the benefits of breastfeeding, as well as about risks of unnecessary formula use, and where to access support as needed, using media, etc. 5. Health care provision is breastfeeding-friendly 6. Non-health system breastfeeding support groups and services are fully available in the community, including WIC, LLL, IBCLCs, etc. 7. The business, faith-based and social organizations in the community/city as a whole provide a welcoming atmosphere for breastfeeding in public. 8. Local economic development, as well as businesses and not-for-profit organizations, follow the principles of the Code of Marketing 9. The WABA Maternity Care or the US Business Case for breastfeeding is distributed and promoted by the government and the Chamber of Commerce 10.K-12, colleges and universities are encouraged to include breastfeeding-friendly curricula at all levels
The current plan is to launch a website/platform so that all groups working on any one of these steps, or all of these steps, might share their experiences. A temporary site for sharing your actions under each step has been established at: http://www.bffriendlycities.com/. 
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Conclusion
The good news is that implementation of the Code is increasing over time across countries. The big question is whether it is possible for public health and free trade to coexist within the current global context of free trade agreements. Although not well known, the preamble of the World Trade Organization states that "free trade should contribute to an improvement in the standard of living," not merely as a goal in itself. Likewise, national governments, which have the sole authority to enforce the Code, also have an interest in protecting economic prosperity. The Philippines is an example of the struggle to protect breastfeeding against the power of the multinational baby food industry's threats of trade sanctions. Justice Leila de Lima ruled in favor of a Department of Health policy prohibiting trademarks with claims that undermine breastfeeding, stating that it was "reasonable regulation of an industry which affects public health." She further stated that "trademarked claims can be regulated for the greater good". These findings suggest that a continued effort to implement the Code into law at the country level is a viable strategy to protect breastfeeding from aggressive marketing practices. It also highlights to the value of having women in positions of authority.
Introduction
Breastfeeding protections are key to increasing breastfeeding success. Laws are needed to ensure breastfeeding rights, raise awareness and contribute to the normalization of breastfeeding. As of 2014, Virginia was one of only three states without a law protecting the right to breastfeed in public (a 2002 law protected breastfeeding only on property owned, leased, or controlled by the Commonwealth). Lack of legal protection leaves mothers, children, and families open to discrimination in which they may be denied access, accommodations, goods, and services.
Materials and methods
The goal of the VA Alliance for Breastfeeding Laws, founded in 2014, is to improve breastfeeding laws and protections in Virginia. By 2016, the Alliance had grown to over 780 breastfeeding supporters. Constituents worked with legislators to draft House Bill 1499 and Senate Bill 1427, protecting a mother's right to breastfeed in any place where the mother is lawfully present. Through education and empowerment of individuals, organizers activated constituents across the Commonwealth and help them engage in the legislative process. Traction was quickly gained and momentum grew in support of the legislation through a combination of direct lobbying, grassroots lobbying, telephone calls, emails, and press coverage. Testimony was collected documenting instances in which women, children, and families experienced discrimination in public places simply for feeding children in the biologically intended manner; this testimony was presented in-person at committee meetings and by writing individual legislators. Business cards and short bullet-pointed handouts about the need for the law was distributed to all 140 Virginia legislators; individuals engaged in direct lobbying in the General Assembly 
Introduction
Given current evidence regarding the risks of not breastfeeding, health care providers have a responsibility to advocate for alternative sentencing and family reunification to support the lactation goals of incarcerated mothers. When mother-baby separation is unavoidable, lactation professionals can advocate for effective supports to facilitate the provision of breastmilk by inmates who desire to express milk for their infants. Identifying optimal individual breastfeeding outcomes may be complicated when mothers have a history of polysubstance use, when geographic distance makes transport of breastmilk difficult, or when infants are in state foster care. Despite the unique obstacles experienced by mothers in the criminal justice system, those who find adequate support to meet their own breastfeeding goals describe significant physical, social and emotional benefits for themselves and their families. Perspective Persistent racial and social inequities in rates of breastfeeding in the United States overlap in disconcerting ways with women's experience in the nation's criminal justice system. Breastfeeding advocates are familiar with socio-economic and racial disparities in US breastfeeding outcomes. Demographics of the growing number of women incarcerated in the US show a distressingly familiar pattern of disparities. Many of the nation's most vulnerable infants begin life with the added burden of early breastfeeding cessation when they are separated from mothers who are jailed or imprisoned. Incarcerated mothers are unable to reap physical and mental health benefits associated with lactation because they are denied access to both direct breastfeeding and other means of milk removal. As the population of female inmates in the US increases considerably faster than males, we face urgent questions about which rights are surrendered when incarcerated. 
Women make up 52 % of the general population in Puerto Rico and 45 % of the island's total labor workforce and 54 % of public-sector workforce. 30.8 % of all families in Puerto Rico are led by women [1] . Puerto Rico has had a Working Mothers Act since 1942 that provides an eight-week maternity leave at full pay for employees working in Puerto Rico and, since 2002, a law for breastfeeding mothers granting them paid breastfeeding or pumping breaks during working hours. A woman who returns to work after maternity leave has a right to breastfeed her baby or express milk for one hour each full working day. Unfortunately, employees who work less than 7.5 hours daily are not covered by these provisions. This hour may be divided into two 30-minute breaks, or three 20-minute breaks. Methods This is the first study designed to identify barriers and supportive factors for breastfeeding working mothers. A survey of nine questions answered by 249 working breastfeeding women was conducted during the 2015 Breastfeeding Week to identify barriers and supportive factors for breastfeeding during working hours. Results Around two thirds of the mothers (65.1 %) were from 26-35 years of age. 32.7 % of the babies were 0-6 months of age, and 27.2 % were 7-12 months of age. 88 % of the participants were breastfeeding. Among the 26 mothers who were not breastfeeding at the time of the survey, 42.3 % had breastfed for more than 24 months. Identified barriers to breastfeeding included: maternity leave less than six weeks (18.4 %); inadequate support from husband or partner (12.4 %); unavailability of pumping station (35.9 %); overfeeding of baby in day care (17.5 %); 15 minutes or less twice a day granted for pumping (19.7 %); and no substitute available during pumping breaks (27.8 %). Assorted barriers, for a total of 37.2 %, included: inadequate pumping station facilities; lack of knowledge of the law to protect the breastfeeding working mother by the employer; high levels of stress at work, and scanty milk output at extraction. The majority of working mothers reported that their most important support for breastfeeding came from relatives and co-workers: husband or partner (32.1 %), co-workers or employer (20.9 %), family (11.2 %), pediatrician (6.7 %) and friends and day care personnel (14.2 %). Conclusions There are presently over 25 laws in Puerto Rico related to breastfeeding. In spite of these legal tools women face many barriers which make breastfeeding and working difficult. Present laws seem to be insufficient for fulfilling optimal breastfeeding goals. It is necessary to review the legal framework and create mechanisms to monitor compliance. Employers must be educated on the existence of these laws and to the need to comply with them.
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Pumping at work: a daily struggle for Puerto Rican breastfeeding mothers in spite of the law Melissa Pellicier (Mpellicier@gmail.com) Coalición para la Lactancia Materna en Puerto Rico and Fundación Puertorriqueña para la Protección de la Maternidad y la Niñez, Promani, San Juan, Puerto Rico International Breastfeeding Journal 2016, 11(Suppl 1):A21.
Background
In Puerto Rico women are 45 % of the total labor workforce [1] . Since 2000 Puerto Rican breastfeeding working mothers are entitled to paid breaks for breastfeeding or pumping at their work place. However, fifteen years have passed and mothers are still facing serious difficulties when employers use all sorts of mechanisms for not complying with the law and continue to discriminate. State and local federal courts are recently deciding on these issues. Cases reveal ongoing violations of the law, discrimination against women and violations of basic human rights. Approach Three state court cases from the Court of Appeals were studied and analyzed to understand the context, facts and grounds of the court's decisions. Plaintiffs described all sorts of problems including inadequate pumping station facilities, lack of knowledge of the law, harassment, discrimination, retaliation, reduced milk output at extraction and emotional and/or physical distress. Findings The entire family circles suffered the consequences of these events. In two of three cases plaintiffs prevailed. We found that foundations and discussions turned around the rights of intimacy and privacy, but mostly around the women's right to decide to breastfeed or not. Likewise, state laws and policies in support of breastfeeding were key elements for judges to understand and articulate the issues at stake. On the third case, the court disregarded the discussion of the human rights mentioned and above all, the laws and policies designed and enforced since 1995 to support, protect and promote breastfeeding in Puerto Rico. It resulted in a narrow analysis of facts and the law. Moreover, the court ignored the variety of tactics that an employer is able to impose to discriminate against women who decide to breastfeed. Finally, the court overlooked to discuss the short and long term consequences of denying the right to breastfeed for the mother and the baby. Recently the Supreme Court of PR overruled the Court of Appeals decision.
Conclusion
In a country where maternity leave lasts, at the most, only twelve weeks, laws to facilitate breastfeeding and pumping are crucial for women who decide to keep breastfeeding. However, laws remain insufficient in light of many other strategies to discriminate at the work place. It is necessary to revise these laws to incorporate recent jurisprudence and experience. Information gathered from women, agencies, non-governmental organizations, employers and advocates shall be used to educate co-workers to prevent discrimination. Mechanisms to monitor compliance are needed to allocate responsibilities in time, so the women are not forced to decide between breastfeeding and work.
Introduction
The purpose of this narrative study was two-fold: (a) to examine how breastfeeding mothers learn they are members of a marginalized group; and (b) to investigate how some of these mothers move from marginalization to activism. This study was grounded in two interconnected theoretical frameworks: critical feminism (also with attention to embodied learning) and women's emancipatory learning in relation to breastfeeding and activism.
Participants and methodology
The 11 participants in the study were purposefully chosen according to criteria related to the study's purpose; their diversity in age, race/ethnicity, sexual orientation, religion, and educational background. Data collection included narrative semistructured interviews, which were co-constructed between the researcher and the participants, and researcher-generated artifacts. Both narrative and constant-comparative analysis were used to analyze the data. Findings There were three sets of findings that emerged from the data. First, those related to the marginalization of breastfeeding mothers indicate that their marginalization is manifested in: negative views of breastfeeding in public; lack of breastfeeding support of some health professionals; the commercial formula industry; and returning to employment. Second, the findings regarding how they learned to be activists indicate they did so: by becoming conscious of marginalization; through mentoring, networking, and collaboration; through sometimes leveraging men's power and support; and through social media and technology. Third, the findings regarding what they learned from being activists center on: seeing activism as a continuum; perspective-taking; learning leadership skills; and claiming their own empowerment. Implications and future research The findings from this study have implications for both theory and practice. Related to adult learning theory, this study offers new insight into the role of embodied learning as part of women's activist learning. The public health field can glean from this study how to better educate women not only on breastfeeding, but also on public health issues in general by fostering collaboration and connection, and adopting insights from feminist pedagogy. Further, integrating activism and emancipatory learning into the curriculum for health care professionals can help them not only in their efforts at patient education, but in their own activist efforts for healthcare. This study demonstrates the need for further research. A limitation of this study is the homogeneity of participants in regard to socioeconomic status; more specifically, the participants represented middle and upper middle class backgrounds. Future research should consider the implications of socioeconomic status on activism with a focus on how to create conditions that encourage women with socioeconomic challenges to become involved in activism. Furthermore, future research ought to investigate how feminist pedagogy and principles of women's learning can create the conditions necessary for some of the most marginalized groups -such as people living in developing countries or those with disabilities -to recognize their own agency so they can be empowered to work for social change.
Introduction
Lack of social support is a key factor associated with poor breastfeeding outcomes. Peers strongly influence a woman's intention to breastfeed. Advocacy for the creation of breastfeeding support groups in diverse communities has increased awareness of the importance of peer support. Community engagement offers the potential for leadership; roles arise for women to make a meaningful impact within their community. Communities come in many different forms and locations, including physical communities, spiritual or faith-based communities, cultural communities and priority (or atrisk) communities. These community-based breastfeeding support groups offer peer support in populations with lower rates of breastfeeding in Toronto, Canada. Perspective The goal of these groups is to engage populations with lower breastfeeding rates and to advocate for peer breastfeeding support. Being a professional involved with a community can be very different than being a member of the community. As Lactation Consultants, breastfeeding support groups allow us to explore a "peer-to-professional" model, which allows for optimum exposure to breastfeeding support. This community-based research explores the creation of peer support groups in community settings, as well as the importance of working in unison to provide support in a format that reaches mothers and empowers from within. Issues of access and usage are explored, as are the creation and sustainability of these model groups. Impact Pre-and post-evaluations were completed to assess change during all-staff training as well as during the drop-in support group sessions. The introduction of breastfeeding as well as the importance of its support and protection to all community partners in the form of staff training resulted in an increase of confidence and knowledge of breastfeeding support. The women attending these groups reported an increase in confidence and knowledge of normal newborn breastfeeding behaviour. These women also reported that they intended breastfeeding longer than planned as a result of attending these support groups.
Background
The health benefits of breastfeeding for both mother and infant are well-documented. The American Academy of Pediatrics recommends exclusive breastfeeding for at least six months. In 2011, while most mothers in New York City (NYC) initiated breastfeeding (89 %), only 32 % exclusively breastfed in the first few days of life, and 14 % at 6 months. Even fewer low income women and women of color exclusively breastfeed [1] . Only 5 % of mothers participating in the Women, Infants and Children (WIC) Program, were exclusively breastfeeding their babies at six months. In the high poverty neighborhoods of Bedford-Stuyvesant and Brownsville this was even lower at 4 % and 1 % respectively [1] . The Breastfeeding Empowerment Zone (BFEZ) project is a W. K. Kellogg Foundation grant-funded initiative of the NYC Department of Health and Mental Hygiene (DOHMH) to address racial and health inequities in breastfeeding, and improve infant health by increasing breastfeeding support. This qualitative study, conducted between February and September 2014, was developed to deepen the understanding of Black and Hispanic women's experiences with infant feeding decision-making to inform the BFEZ project. Methods First time pregnant Black or Hispanic women who lived in BedfordStuyvesant or Brownsville for at least 2-years were recruited for this qualitative study. Women were interviewed twice. The initial interview (18-37 years; n = 19) took place during their third trimester and women were asked about their infant feeding plans. During their second interview, at least 4 weeks postpartum, women (n = 17; 2 lost) shared their infant feeding experiences. Key informants (n = 10), fathers and grandmothers, were also interviewed to provide perspectives on infant feeding influences. Researchers reviewed, coded and analyzed interview transcripts for major categories and themes. Results The majority of women planned to breastfeed. Many women had been formula-fed as babies and had mostly been exposed to formula-fed babies. However, they felt strongly that breastfeeding was the healthier option for their babies due to information learned from health care providers, research and media sources. Unanticipated circumstances altered breastfeeding plans for many. Emergency C-Sections and postpartum illnesses of mother and/or baby resulted in many babies being fed formula in the hospital. Latching problems, perceived low breast milk production, and pain from faulty latch or engorged breasts became deterrents to breastfeeding. The added complication of returning to work or school with no facilities for pumping and storing breast milk, and the discomfort felt by many about public breastfeeding, soon caused many mothers to introduce formula. A few women were able to overcome their challenges and successfully breastfeed. These women were buttressed by support from several quarters-their partners, mothers, hospital staff and other health care providers-who provided continuous support and practical, hands-on interventions. Conclusions Unexpected challenges in childbirth can derail plans for breastfeeding. For mothers in high poverty neighborhoods, breastfeeding education, practical hands-on help from hospital staff, and support from other health care providers, partners, family members and employers is often needed to help achieve their goals for exclusive breastfeeding. Background and rationale for the project Data from surveillance of breastfeeding rates in Ionia County lacks sufficient information about how women make their infant feeding decisions. This project evaluated: (1) the impact of WIC breastfeeding classes on women's infant feeding decisions in the experimental and control groups; and (2), the "Bring Your Baby to Work" program in which a breastfeeding peer counselor brought her baby to the breastfeeding classes in the experimental group. It was hypothesized that having a baby in the class would make women more likely to breastfeed. Methods Sixty-two sets of pre-and post-surveys were administered to mothers enrolled in WIC's breastfeeding classes with (experimental group n = 31) and without (control group n = 31) the breastfeeding peer counselor's baby. The surveys evaluated family members' influence, the child's father's support, and, in the experimental group, the presence of a baby in the class on breastfeeding decisions. Spearman's Rho and Gamma tests were run to assess correlations.
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Results
In both groups the classes helped women to make infant feeding choices. Having the breastfeeding peer counselor's baby in the class did affect infant feeding decisions in the experimental group, but breastfeeding did not change in the control group. In fact, women in the control group were more influenced by the class. For the experimental group the class's impact on the decision to breastfeed and women feeling able to make an infant feeding choice were moderately correlated. There was also a strong correlation between women finding the baby's presence helpful in learning about breastfeeding and then deciding to breastfeed. Women who found the class influential in their breastfeeding decision also found the baby's presence helpful in learning about and deciding to breastfeed. The decision to breastfeed was moderately correlated with family members' influence and the child's father's support. For the control group the class's impact on the decision to breastfeed and women feeling able to make an infant feeding choice was strongly correlated. There was also a moderate correlation between women planning on breastfeeding and women finding the class influential in their decision and a strong correlation between women planning on breastfeeding and feeling empowered by the class to do so. Finally, there was a weak correlation between the decision to breastfeed and the family's influence on the breastfeeding decision.
Implications for practice
Findings suggest that while the WIC breastfeeding classes, including having a baby present in the class, may play some role in women's infant feeding choices, women value the child's father's and family members' support and influence. To increase breastfeeding rates, Ionia WIC should look to involve these members in their breastfeeding classes.
Introduction
Breastfeeding is one of the most effective measures mothers can take to prevent disease and protect the health of infants. According to the CDC, 79 % of newborn infants initiate breastfeeding with 49 % and 27 % breastfeeding for six and twelve months, respectively [1] . Only 19 % of infants are exclusively breastfed for the first 6 months of their lives. African American women have the lowest breastfeeding initiation and duration rates of all racial and ethnic groups. In 2011, the amount of African American infants ever breastfed was 61.6 %, compared to 81.1 % for whites. The rate of infants being breastfed at 6 months and 12 months was also lower among African American women, 35 % and 16.4 %, respectively, compared to 52.3 % and 28.4 %, respectively, for whites [1] . Research also shows that socio-demographic factors, such as maternal education, are inversely related to the likelihood to begin and continue breastfeeding. These low breastfeeding rates in any population is a public health concern, but it is particularly problematic for African Americans and underserved families because the benefits of breastfeeding for infants and mothers may be more significant in a community that often scores the poorest on nearly every index of public health research using racial comparisons. 
Background
Recent nationally representative survey data shows that Instagram is the preferred social media platform among African Americans, with 38 % of African Americans preferring Instagram, compared to 34 % of Hispanics and 21 % of whites [1] . "Black Women do Breastfeed" originated as a blog written by founder Nicole Sandiford to highlight stories and images of Black mothers who had breastfed or were currently breastfeeding their children. The focus has shifted to the Black Women do Breastfeed Facebook page, which at the time of this writing has over 96,000 followers. Methods In this study, we used existing research and theory on the use of image-based social media, specifically Instagram, to describe the conceptualization of African American breastfeeding. This research study employed a combination of thematic and content analysis to explore the relationship between the users posting content related to African American breastfeeding and the images that comprise the posted content. The search of Instagram for publicly accessible images associated with the relevant hashtags (#BWDBF, #BlackWomendoBreastfeed) was conducted on June 2, 2015 using the web application hashatit.com. Images were coded to examine visual content (image/video, advertisement, infographic), text-toimage ratio, users, date/time, caption, number of likes, @ mentions, and interaction via comments. We used a grounded approach to thematize and categorize images to identify content categories. Results A total of 615 images were obtained from the initial hashtag search. From the initial sample, 79 of the urls were no longer active because the image had either been hidden from public view or deleted by the user, leaving a sample of 534. A duplicate search eliminated 26 duplicate urls, leaving a final sample of 508 images. 215 unique users employed one or both of the hashtags. The Instagram users who used these hashtags were predominantly black (91 %, n = 195) and under the age of 30 yrs. (n = 314, 62 %). The majority of images (n = 456, 90 %) were posted by single users; only 30 images were posted either by government or nonprofit agencies (6 %).
Conclusion
There was a notable lack of presence by both nonprofit and government organizations, suggesting that there is a gap in the low-/no-cost, easily accessible social marketing channels that will be filled by commercial marketing if this platform is not appropriately harnessed by breastfeeding advocates and educators. Future research directions should examine comparisons between artificial baby milk marketing strategies on social media platforms and user generated breastfeeding promotion content.
Background
As part of efforts to increase breastfeeding initiation and duration, educational interventions aimed to increase awareness and positive attitudes towards breastfeeding beginning during the school years are recommended by the World Health Organization and UNICEF UK. Breastfeeding education in the school setting offers the opportunity to introduce the topic to a wide range of students from a variety of socioeconomic and cultural backgrounds enabling them to make informed choices about infant feeding when they become parents. The purpose of this work is to present a review of the literature regarding stakeholder views of breastfeeding education programs in schools and to make recommendations for future work in the area.
Method
Articles for review were located by searching online databases and journals using the following keywords in various combinations: (1) breastfeeding, lactation, infant feeding, and (2) youth, children, school, adolescents, teenagers. Findings This review indicates that the views and knowledge of stakeholders such as educators, students, parents, health professionals, and the public regarding breastfeeding education in the school environment have been the subject of minimal study. Existing research indicates that breastfeeding is being discussed in some school environments but the extent of lessons and the specific messages that teachers communicate and children receive have not been explored. In many cases students appear to be interested in receiving more information about breastfeeding especially if it comes from health professionals or breastfeeding mothers. The majority of teachers are supportive of incorporating breastfeeding education in family and consumer sciences, sexual education, and health classrooms; however, time constraints and limited knowledge of infant feeding recommendations may be barriers to implementation. Conclusions Research studies about the infant feeding knowledge, attitudes, and experiences of school-aged children over the last three decades have contributed to our understanding of students' awareness of these topics and of the potential impact of breastfeeding education in the school environment. Existing research offers us information that can be used to develop targeted educational programs at the K-12 levels. These programs should work towards improving awareness of breastfeeding in general, and address areas shown as lacking in public knowledge such as the specific benefits of breastfeeding for the mother, the infant and their relationship. Well-crafted lessons have the potential to increase understanding of the importance of breastfeeding and dispel breastfeeding myths commonly held in society. However, more work is needed regarding the views and knowledge of stakeholders such as parents, educators, health professionals, and the public regarding breastfeeding education in the school environment. Further research in these areas would add to our understanding of how best to implement lessons and curricula in the future. 
Background
In many countries around the world women with higher status, as indicated by social power, education and income, are more likely to breastfeed while women with lower status are more likely to use formula earlier and more often. However the relationship between the status of women and women's infant feeding decisions changes over time and place. It is important that we deepen our understanding of the relationships between women's status and breastfeeding so we can ensure that social efforts to improve the status of women and public health efforts to protect, promote, and support breastfeeding are synergistic rather than oppositional. This paper introduces the "The Breastfeeding Transition" as a way of describing changes in global breastfeeding rates related to large-scale demographic changes shaping the status of women. Methods This conceptualization of The Breastfeeding Transition is based primarily on results from large-scale demographic studies that have assessed infant feeding patterns as well as: residence (urban or rural), educational attainment, income, and employment. The conceptualization of women's status embedded in The Breastfeeding Transition centers on the idea that with increasing education, income, reproductive control, and urban residence women have more power and control and hence, have higher status and absolutely and relative to men.
Background case presentation
The patient is a 15 year old with a previous miscarriage who gave birth to an extremely premature infant. Committed to breastfeeding, the patient was working with a lactation consultant (LC). On the day of discharge, the LC entered her room just as a medical student and resident were preparing to insert a contraceptive implant. The LC took the medical student aside and asked whether they had discussed possible effects of the implant on milk supply. The resident joined the conversation, and the patient asked what they were talking about. The resident advised the patient of "a possibility" that the implant could impact her milk supply, but most likely would not; she also informed her that her chances of becoming pregnant without contraception were high, and a short interval pregnancy would increase her risk of another preterm infant. The patient declined the implant, citing her commitment to breastfeeding. The attending obstetrician expressed concern to us about the LC counseling patients and invoking "personal experience" in the absence of published data as evidence for progesterone-related reduction in milk supply. She expressed concerns that sharing information about a theoretical risk was inappropriate, particularly given the high risk of short interval pregnancy. Approach This case raises a number of important issues. How should providers discuss the risks of contraception during breastfeeding, particularly in the absence of definitive evidence of the effect of hormones on lactation? What are providers obligated to disclose, and what interests and implications -if any -should we consider when sharing inconclusive data? Does counseling on contraceptives and breastfeeding vary with the age/race/income/education of the patientand should it? What are challenges to informed decision making in the postpartum period and how should we address them? And most importantly, how do we help women make the right decision for themselves, based on their own priorities and preferences? In our panel session, we reviewed what is known about the effects of hormonal contraceptives on lactation, and of lactation on fertility; examined what considerations frame lactation consulting and family planning counseling; explored possible chafe-points at the intersection of advocacy and clinical care; and considered the ethical complexities regarding informed decision-making in the postpartum context. We discussed how promoting health and well-being for the individual woman includes providing support and accurate information to enable her to make informed decisions about feeding her infant and preventing unintended pregnancy. MethodsIntroduction Nighttime feedings play an important role in maintaining mothers' milk supply and the breastfeeding relationship, especially when feedings are limited during the day. Meeting the infant's nighttime breastfeeding needs after returning to work, however, can be challenging and may lead to excessive fatigue, poor maternal mental health and premature weaning. My ethnographic research provides unique insight into these important, but often overlooked, challenges and presents an intimate portrait of how families negotiate them. Methods Results are drawn from a larger ethnographic study of nighttime breastfeeding undertaken with IRB approval between 2006-2008, with follow-up in 2009. The study [1] focused on 18 first-time middle class mothers and their families contextualized by anthropological, historical, and feminist research and analysis. Results Most new parents found that medical recommendations that babies sleep on a separate sleeping surface made nighttime breastfeeding and sleep difficult. To facilitate nighttime breastfeeding and maximize sleep, most parents brought their infants into bed for at least part of the night. Some parents found regular use of this integrated "breastsleeping" strategy particularly successful, but problematic because of fears of potential dangers and cultural discomfort related to bed sharing. Most others strove to maintain somewhat separate but proximate sleep arrangements, which alleviated these concerns, and reduced fatigue to a degree. Returning to work placed considerable pressures on the breastfeeding relationship because of limited opportunities for breastfeeding and breastmilk expression during the day, and increased fatigue. Participants drew on numerous educational, financial, and relational resources to delay returning to work, reduce work hours, and limit the impact of work on breastfeeding. Proximate sleep arrangements greatly facilitated mothers' ability to continue breastfeeding despite these challenges. Over time, however, parents encountered increasing pressure from physicians, relatives, and others to reduce or eliminate nighttime feedings, and move babies out of parents' beds and bedrooms to get them to "sleep through the night" on their own. While most working mothers resisted these pressures, one physician's advice to remove the baby from the parents' room for the night ultimately led to premature cessation of breastfeeding.
Conclusion
Returning to work shortly after birth presents multiple barriers to the continuation of breastfeeding. Cultural values of independence, reflected in advice to restrict or eliminate nighttime breastfeeding and proximate sleep arrangements, may play a significant, but understudied, role in undermining breastfeeding even among relatively privileged families. In addition to paid family leave, initiatives to revise guidance for infant sleep and nighttime feeding are needed to facilitate the long-term maintenance of breastfeeding and adequate rest for all mothers.
Background Native Americans have significant health disparities, including high rates of diabetes, asthma and other chronic illnesses that are decreased when infants have been breastfed for at least 6 months. Although breastfeeding rates vary greatly in Indian Country, the need for evidence-based breastfeeding support and promotion is critical for successful continued breastfeeding. Indian Health Service clinics and tribal services are usually the first line of breastfeeding support for breastfeeding Native families. Our study aim was to determine the effect of breastfeeding education on healthcare providers' perceived behavioral control related to evidence-based lactation services to mothers. Methods A pre/posttest survey design with convenience sample of professional and paraprofessional healthcare providers (n = 87) employed by the Indian Health Service or tribal governments was conducted. The target population attended a 45-hour on-line breastfeeding education program offered 6 times between 2013 and 2015. The breastfeeding course focused on educating and supporting breastfeeding families. Perceived behavioral control is a construct within the health motivation Theory of Planned Behavior, which measures a person's beliefs about their ability to carry out an activity within their environment. The Workplace Perceived Behavioral Control Scale [1] has a self-efficacy (perceived ability to perform evidence-based breastfeeding support) and controllability (perceived ability to implement evidence-based breastfeeding support within work environment) subscales that measure each of these concepts. This construct has 2 components; self-efficacy and controllability. The survey was administered using REDCap web-based survey tool. Results Participants were predominately minority women (59.9 % American Indian and 29.2 % Hispanic) with 44.6 % having an associate degree or less education. Both professional (n = 49; 56.3 %) and paraprofessionals (n = 38; 43.7 %) responded. Significant improvement in the total Workplace Perceived Behavioral Control Scale and the selfefficacy subscale scores occurred after completion of the course. Participants' scores on the controllability subscale were not significantly different after the educational program.
Conclusions
The unchanged controllability subscale items may suggest areas where the work environment needs change and/or further assessment is required. Of all the possible outcomes of education, behavioral change toward greater evidence-based practice is fundamental, yet, seldom measured in breastfeeding research. These findings raise questions about the infrastructure at participants' work environments and participants' willingness to advocate for change in their workplace infrastructure, which was not addressed by this survey. Based on these findings, we propose measuring perceived behavioral control as an educational outcome when seeking changes in practice; it is an effective way to validate the empowering effects of education through changes in self-efficacy and to identify work environment issues hampering use of best practices. their own babies in foundling homes where, ironically, wet nurses' infants were artificially fed. In an era before pasteurization and refrigeration, the vast majority of wet nurses' infants died. Conclusion Breastfeeding was considered so vital in the late 19 th and early 20 th centuries that entire public health systems focused almost solely on the consequences of artificial feeding, attempting to convince mothers of the value of breastfeeding and the dangers of cows' milk. Yet paradoxically, in the class-based society of the early 20 th century urban United States, breastfeeding was treated as an individual value rather than a shared societal value and thus was valued and maintained for some children and not for others.
